met the criteria for inclusion. As a result the review again focuses on the Trivandrum Oral Cancer Screening Study, in Kerala, India.
Recently another trial of oral cancer screening in Taiwan has been published 2 (see page 104). However, we are yet to see data from trials in Western or low prevalence populations. This is important to consider when the conclusions of the review are examined. For, while there was evidence that a visual examination as part of a population-based screening programme reduced the mortality rate of oral cancer in highrisk individuals and there was both a stage shift and improvement in survival rates across the population, there is only this single study with a high risk of bias in a population with a high incidence of oral cancer.
Speight et al 3 in a modelling study of oral cancer screening in general dental practice suggested that oral examination of highrisk individuals may be a cost effective screening strategy. In the UK the National Screening Committee (www.screening.nhs.uk/ oralcancer) recently decided that oral cancer screening should not be offered. Oral cancer remains a significant, and in some areas a growing public health problem and dentists have a duty to play their part in mitigating this problem. However at this time as this review finds, 'there is not enough evidence to decide whether screening by visual inspection reduces the death rate for oral cancer, and there is no evidence for other screening methods'. Until that evidence is forthcoming dentists can play their part by remaining alert for signs of potentially malignant lesions or early-stage cancers in all patients while performing routine visual and tactile examinations, particularly for patients who use tobacco or who are heavy consumers of alcohol as recommended in the recent clinical recommendations from the American Dental Association. 4 In additional they should encourage they patients to stop using tobacco and betel quid and keep alcohol use to within recommended minimum levels.
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Centre for Evidence-based Dentistry, Oxford. Results Only one 9-year cluster RCT was included (n = 13 clusters:
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191,873 participants). No statistically significant differences in the age-standardised oral cancer mortality rates for the screened group (16.4/100,000 person-years) and the control group (20.7/100,000 person-years) were identified. A 43% reduction in mortality was reported between the intervention cohort (29.9/100,000 person-years) and the control arm (45.4/100,000) for high-risk individuals who used tobacco or alcohol or both, which was statistically significant. However, this study had a number of methodological weaknesses and the associated risk of bias was high.
Conclusions Although there is evidence that a visual examination as part of a population-based screening programme reduced the mortality rate of oral cancer in high-risk individuals, whilst producing a stage shift and improvement in survival rates across the population as a whole, the evidence is limited to one study and is associated with a high risk of bias. This was compounded by the fact that the effect of cluster randomisation was not accounted for in the analysis. 
